Objectives: To estimate the prevalence and pattern of substance use among patients attending primary health centres in urban and rural areas of Kenya. Design: A descriptive cross-sectional prevalence survey. Setting: Urban health centres of Jericho and Kenyatta University (KU) and rural health centres in Muranga district. Subjects: One hundred and fifty adult patients (seventy eight males and seventy two females) were included in the study. Intervention: Semi-structured questionnaires and the DSM IV diagnostic criteria were used to record the socio-demographic data and to determine substance dependence or abuse. Results: The substances commonly used in descending order of frequency were alcohol, tobacco, khat and cannabis. Only alcohol and tobacco were extensively used. Lifetime prevalence rates of alcohol use for the two urban health centres were 54% and 62% compared to 54% for the rural health centres. For tobacco the lifetime prevalence rates were 30% for Jericho, 28% for KU and 38% for Muranga. The differences between the rural and urban samples were not statistically significant. More males than females had used alcohol (average lifetime use 80.8% for males compared to 30.6% for females: p<0.05) and tobacco (average lifetime use 56.4% for males compared to 5.6% for females p<0.05).
INTRODUCTION
Abuse of substances, both licit and illicit is a cause of concern not only because of the health of the individuals concerned but also due to the socio-economic consequences and the devastating impact on close family members (1) . The economic liberalisation process in Kenya has seen manufacturers of alcohol and tobacco (the main licit substances) aggressively market their products through advertisements in the mass media and various sales promotions. Moreover, due to the ease of communication and the use of Nairobi, the capital city, as a transit point by drug traffickers various illicit substances such as cocaine, heroin and mandrax find their way into the local market. It is therefore essential to monitor the situation closely by frequent prevalence surveys. General community surveys while giving the best picture are expensive to conduct. Hospital-based studies on the other hand may give higher rates than that in the general community since the patients have been filtered through referrals. The health centres being primary care settings may then be the next best alternative for assessing the situation on the ground as they are the first places of contact with the health workers.
Most of the Kenyan studies have been done in institutions like hospitals, secondary schools and colleges (2) (3) (4) (5) (6) . These report the abuse of alcohol, tobacco, cannabis and khat to be widespread. A few of these have also reported the use of hard drugs but methodological difficulties and different diagnostic criteria used make comparisons difficult. The few community surveys done also report similar findings (7) (8) (9) .
To provide baseline data for future planning, this study was designed to estimate the prevalence of substance abuse among patients attending the health centers in urban and rural areas of Kenya and to determine the types of drugs abused and any associated factors.
MATERIALS AND METHODS
Random samples of patients lining up to see the doctor or clinical officer at the primary health centres were obtained by selecting from the queue every third patient above the age of 12 years. They were interviewed using a structured questionnaire to record the socio-demographic data and to determine the types, amounts, frequency and duration of substance use. Lifetime use was elicited by the question "Have you ever used the substance," while the Diagnostic and Statistical Manual DSM IV(10) diagnostic criteria were used for substance dependence or abuse. The questionnaire consisted of 135 items and each interview took approximately 30 minutes to complete.
The patients from the urban centres were sampled from Jericho and Kenyatta University (KU) health centres situated respectively in the eastern part and outskirts of Nairobi city which has a population of nearly three million. The KU health centre serves the members of staff and their families as well as the students. The rural patients from Muranga district were sampled from Kandara, Maragua and Sabasaba rural health centres. These are located in a rural farming community. The data were analysed and the differences between groups tested using the Chi-square test.
RESULTS
Fifty patients from each of the health centres were included in the study. From Jericho there were 22 males, 28 females; KU 28 males, 22 females; Muranga 28 males, 22 females; giving a total of 78 males and 72 females. The mean ages were 30, 36 and 32 years for the Jericho, KU and Muranga samples respectively. The modal age group for all the three centres were in the 20-39 year age groups.
Lifetime substance use is shown in Tables 1 and 2 . The average lifetime prevalence rates for alcohol use for Jericho, an urban health centre and the Muranga health centres is the same (54%) while that of KU, the other urban area is marginally higher (62%). Concerning tobacco, 19 (38%) of the patients from Muranga had used tobacco compared to 15 (30%) from Jericho and 14 (28%) from KU. The differences were, however, not statistically significant ( Table 2 ). Note that the males and females are merged in this table for statistical analysis. Since the male and female samples are not equal, the averages in Table 2 are different from what would be expected. For example for Jericho, 18 out of 22 males (81.8%) and 9 out of 28 (32.1%) females had used alcohol. Therefore 27 patients out of 50 or 54% had used alcohol. The dependence or addiction rates are shown in Table  3 . From Jericho eight patients (six males and two females) out of 50 (16%) were dependent on alcohol. Corresponding figures for KU and Muranga were 24% and 14%. Regarding tobacco, 16% of the patients from both Jericho and KU were dependent on tobacco compared to 22% from Muranga. The general trend seen in Tables 1 and 3 is that more males than females use or abuse drugs. Since the figures were not adequate for statistical analysis, the total number of males and females from all the centres are merged in Table 4 .
The males were more likely than females in general to have used the substances. They were more than twice as likely to have used alcohol and more than 10 times as likely to have used tobacco in their lifetime. No differences were noted with regard to education, marital status or socio-economic level of the patients.
DISCUSSION
It is evident that the use of hard drugs is not yet widespread among the general Kenyan population. This could be due to the fact that they are not readily available and are relatively more expensive in comparison to the other widely used drugs, alcohol and tobacco. Use of the licit substances alcohol and tobacco is quite high with about 20% of the patients dependent on them. The average prevalence rates for alcohol use obtained in this study are higher than that obtained by Yambo and Acuda in a community survey among the youth aged 10-29 years in 1983(7). Whereas 67% of the boys and 48% of the girls admitted to having used alcohol, the lifetime use of alcohol in the present study for males was 81.8% at Jericho, 75% at KU and 85.7% at Muranga. The differences could be due to the age differences between the two samples -the clinic patients being generally older. But for the females the rates are not much different being 32.1% for Jericho, 45.5% for KU and 13.6% for Muranga. In the youth survey, by Yambo and Acuda (7), only 11% of the male and 4.1% of the female could be considered as abusers compared to an average of 16% for Jericho, 24% for KU and 14% for Muranga.
Kiima(5) using the "Brief Mast"[Michigan Alcohol Screening Test (11) ] to identify problem of drinkers at Kariobangi Health Centre in Nairobi in 1987 obtained a figure of 4.5% among 201 clinic patients screened. Among the hospital-based studies, Ndetei et al (12) found that 31.3% of in-patients at Kenyatta National Hospital were abusing alcohol. This is probably because the patients at the hospital constitute a highly selected sample through referrals. But Kigamwa(6) in a later study at the same hospital using the WHO "core" screening instrument found that only 17.1% were abusing alcohol.
The prevalence rates of alcohol use in the present study are also higher compared to those of a recent survey in Kajiado District in Kenya where 54% and 34% of settled and unsettled Maasai respectively admitted to having used alcohol (9) . Among these, only three per cent could be considered to be abusing alcohol. The rate of abuse is, however, comparable to that of 3.5% for alcohol abuse and 7.2% for alcohol dependence obtained from a recent study on general practice patients in Germany(13). The high rates for the general Kenyan population could be due to the social acceptability of the substances (alcohol and tobacco), easy availability and the result of sales promotions through uncontrolled advertisements.
It is postulated that socio-cultural factors can help to keep substance abuse in check. For example, in most traditional African societies, women who smoke or drink in public are shunned. This could explain the low prevalence of substance use and abuse among women compared to men. As lifestyles change due to urbanisation one would expect a corresponding increase in substance use. Indeed only 13.6% of the women from Muranga had ever used alcohol compared to 45.5% and 32.1% from the KU and Jericho samples, respectively. A similar trend is seen in tobacco use where no woman from Muranga reported having smoked whereas two each from the KU and Jericho health centers had smoked. In the Kajiado survey, substance use among the unsettled Maasai who traditional lives in remote places was generally lower than that among the settled ones who were more urbanised. For example, lifetime tobacco use was 14% among the settled and two per cent among the unsettled Maasai. Only one per cent and 1.7% (n=170) of the total sample admitted to using khat and cannabis respectively. All were from settled areas. A recent Zimbabwe study among secondary school students also found that a global (western) cultural orientation was significantly associated with increased use of cannabis and inhalants among the youth (14) . Similar socio-cultural factors could also be keeping the use of hard drugs, for example heroin and cocaine, in check in most (15) . Few studies have, however, addressed these aspects. Harmful effects of tobacco include heart and lung diseases, while alcohol abuse may lead to severe social, medical and psychological problems. Cannabis abuse may induce a wide range of psychological symptoms ranging from anxiety to psychotic states (16) . The social and medical problems, including psychotic states, associated with khat have also been described (17, 18) . It is therefore desirable that the use of these substances be curtailed. While prevention would be the best strategy in combating substance abuse, identification and treatment of established cases is equally important (19) . It is not known what proportion of patients in this study would have been identified by the health workers as dependent on alcohol or tobacco but it is likely that many would have been missed. It is therefore recommended that public awareness on harmful effects of drugs be enhanced and screening done routinely on all patients to pick out the cases.
Further community surveys are needed to assess the knowledge and attitude of the community members on substance abuse. Periodic surveys to assess the prevalence rates are also necessary to evaluate and adjust any preventive or rehabilitative measures in place.
